The management of malignant spinal cord compression has been reviewed recently and attention drawn to the adverse effects of laminectomy. Data from that review suggested that the presence of vertebral body collapse could have an important negative effect on the outcome of laminectomy. However, there was only scant evidence available in the literature to support that conclusion. Eighty consecutive patients with thoracic spinal cord compression due to a single metastasis treated by laminectomy are reported here. It is seen that the presence of vertebral collapse signified: a much reduced chance of regaining the ability to walk; a much greater possibility of further neurological deterioration; and a major increase in the incidence of post-operative spinal instability. The role of laminectomy in the management of such patients needs to be further questioned and alternative therapeutic measures such as radiotherapy, posterior spinal instrumentation or anterior surgery should be strongly considered in the presence of vertebral body collapse. nosis and referral by the public and referring practitioners can influence this factor. Unfortunately, many patients will still present to the radiotherapist or neurosurgeon at a stage when they have already lost the ability to walk. Certain aspects of the management of these patients were considered in the discussion section of that article and one factor which appeared to be important in the outcome and frequency of complications was the role of vertebral body collapse. This aspect has been little studied in the past and the data available from such a literature review were scanty. This present paper explores further the significance of metastatic vertebral collapse on the degree of neurological recovery and on the frequency of complications in patients treated by laminectomy. 
SUMMARY
The management of malignant spinal cord compression has been reviewed recently and attention drawn to the adverse effects of laminectomy. Data from that review suggested that the presence of vertebral body collapse could have an important negative effect on the outcome of laminectomy. However, there was only scant evidence available in the literature to support that conclusion. Eighty consecutive patients with thoracic spinal cord compression due to a single metastasis treated by laminectomy are reported here. It is seen that the presence of vertebral collapse signified: a much reduced chance of regaining the ability to walk; a much greater possibility of further neurological deterioration; and a major increase in the incidence of post-operative spinal instability. The role of laminectomy in the management of such patients needs to be further questioned and alternative therapeutic measures such as radiotherapy, posterior spinal instrumentation or anterior surgery should be strongly considered in the presence of vertebral body collapse.
The accepted treatment of spinal cord compression due to a metastatic tumour traditionally has been by urgent decompressive laminectomy followed, if appropriate, by radiotherapy. Certain authors' 4 have explored the possibility of treatment by primary radiotherapy given in conjunction with steroids but there is no clear consensus as to which of these options is the most beneficial and least hazardous. More recently, a review article5 was published in this journal which undertook an analysis of the reported results of surgical and radiotherapeutic treatment since 1960. It concluded that urgent laminectomy did not appear to confer any overall improvement in outcome as compared with primary radiotherapy. However, laminectomy appeared to have an appreciably higher incidence of adverse effects; especially in terms of wound healing and spinal instability.
From that review, the factor which seemed to have the greatest bearing on neurological outcome regardless of the nature of treatment was not surprisingly the extent of the neurological deficit at presentation. Patients who were still ambulant faired substantially better than those whose deficit was more severe. Only a greater awareness of the importance of early diag-nosis and referral by the public and referring practitioners can influence this factor. Unfortunately, many patients will still present to the radiotherapist or neurosurgeon at a stage when they have already lost the ability to walk. Certain aspects of the management of these patients were considered in the discussion section of that article and one factor which appeared to be important in the outcome and frequency of complications was the role of vertebral body collapse. This aspect has been little studied in the past and the data available from such a literature review were scanty. This present paper explores further the significance of metastatic vertebral collapse on the degree of neurological recovery and on the frequency of complications in patients treated by laminectomy.
Methods
The study was of 80 The role of vertebral body collapse in the management of malignant spinal cord compression very similar to the outcome deduced from the literature review referred to previously,' with approximately one third of patients being ambulant following treatment and one quarter undergoing deterioration by at least one neurological grade. However, in the group with vertebral body collapse, the situation is quite different. Here, only 15% of the group were ambulant following laminectomy and 54% were paraplegic. It is to be recalled that there was no difference between the groups with regard to the number of patients who were ambulant or to their overall neurological status prior to treatment. A more detailed study of the outcome shows that, of the six patients who were ambulant following laminectomy in the presence of vertebral collapse, all five had been ambulant prior to surgery. In the noncollapse group, 13 were ambulant post-operatively of whom only five had been ambulant pre-operatively. This signifies that, of the 37 patients with vertebral collapse whose neurology had been severe enough pre-operatively to prevent them walking, only one (3%) achieved ambulation following laminectomy. This fact confirms the opinion of Brice and McKissock6 that patients who have paraparesis severe enough to render them unable to walk and who have vertebral body collapse are extremely unlikely to regain either the ability to walk or any meaningful, functional neurological improvements following laminectomy. Moreover, the data show that laminectomy in the presence of vertebral body collapse carries a significantly greater risk of major neurological deterioration by at least one grade (50% as compared with 24% in the non-collapse group). The reasons for this would seem to be two-fold. Firstly, in the presence of a destructive lesion in the anterior spinal column laminectomy may result in a further destabilisation of the already threatened spinal column. Support for this factor is seen in that, in the group without vertebral collapse, no patients developed clinical or radiological evidence of spinal instability during the study, whereas this occurred in 22% of the patients with vertebral body collapse. Secondly experimental evidence9 10 has shown that laminectomy in the presence of a significant anterior extradural mass is unlikely to produce neurological recovery. It is reasonable to assume that patients with bony vertebral collapse will have compressive forces subjected to the cord from anteriorly but from plain radiographs alone it is not possible to say whether circumferential compression could be present. Siegal and Siegal"1 felt that this information was important and it did influence their surgical approach. Their paper, however, does not indicate how much of this topographical information came from the plain radiographs and how much from myelography and CT scanning. It is possible that the greater topographical detail given by myelography and CT scanning could produce further evidence that it is the anterior com-154 pression which is the important factor in the poor neurological outcome but as this evidence was 
